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mans. The main value of this publication, therefore, is the attempt
to confirm patency of lymphovenous anastomoses. While patency
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Chronic lymphedema continues to be an incurable and dis-
abling condition. Microsurgical reconstructions of lymph vessels
have been possible because of the pioneer work done by Julius H.
Jacobson in the early 1960s; variations of techniques have been
used by fewmicrosurgical groups around the world during the past
5 decades with mixed results. Recent progress in imaging of the
lymphatic system and inmicrosurgical techniques sparked renewed
interest in microscopic lymphatic reconstructions and the article by
Maegawa and colleagues (in this issue) of the Journal of Vascular
Surgery is an example of what dedicated lymphatic microsurgeons
can achieve in this challenging and frequently frustrating field.
One major problem of lymphatic microsurgery has been the
proper patient selection for the operation. These authors have used
the technique of indocyanine green fluorescence lymphography to
identify patent lymph vessels during surgery. The indocyanine
green dye was injected subcutaneously in the foot of the patient
and the lymphatics were imaged within a few minutes through the
skin using a near-infrared camera system. This imaging technique,
introduced previously by Ogata et al and by Unno et al (10,11 in the
article) is a new and useful tool to help during surgery and to
document late patency of the anastomoses.
Supermicroscopic surgical techniques have progressed in re-
cent years1-5 and better operating microscopes with high-power
magnifications (15-20), better instruments and fine (11-0)
monofilament sutures with an 80-m needle have permitted to
perform anastomosis with lymph vessels with a diameter of 0.2 to
0.6 mm. Two technical improvements these authors applied de-
serve to be mentioned. One is the use of 6-0 or 7-0 monofilament
sutures to stent the lymph vessel or a small vein for easier and better
anastomosis. The other is the side-to-end lymphovenous anasto-
mosis technique that, in theory, may keep the lymph vessel patent
even if the vein occludes after surgery. This may avoid progression
of the lymphedema as a complication of surgical treatment. Both of
these technical improvements were reported previously by Nar-
ushima et al.3
One of many critiques of the lymphovenous operations has
been the lack of objective documentation of late patency in hu-f several of the anastomoses at the level of the ankle or foot
eyond 6 months could be documented using indocyanine green
ymphoscintigraphy, the cumulative patency rates (75% at 12
onths and 36% at 24 months) as reported by the authors, cannot
e accepted without major criticism. This study originally included
72 anastomoses in 107 patients. Attempts to assess function at 6
onths or later were done in only 57 patients who underwent 223
nastomoses, but only 48 of these were close to the skin and were
uitable for lymphoscintigraphic evaluation. Finally, patency rates
n this limited group were not reported by the number of anasto-
oses but by the number of patients with any patent anastomosis.
Shortcomings notwithstanding, this work by Maegawa and
olleagues is an important contribution to the literature, with
emonstration of exceptional microsurgical technique and a wel-
ome documentation of late patency of lymphovenous anastomo-
es to improve lymphatic drainage in patients with chronic
ymphedema.
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